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We often fi nd patients with early, moderate, hair loss who always cover their head with a cap and refuse to remove their cap even for evaluation. Figure 1a & 1b show a patient who always wore a cap to hide the vertex or crown area and his improvement after hair transplant. Young patients with early hair loss choose to wear hair pieces, despite having good amount of hair on their head. These patients refusing social events and photographs with friends or insisting for photographs being clicked always at a particular angle, where the hair looks good. Figure 2a & 2b show a patient who refused to a end college unless the hair density was improved after a hair transplant. Men and women conjure hairstyles to hide thinning areas of the scalp.
PATIENT AND METHODS
All patients aged 18 years and above who approached for hair transplant between 1 st Jan 2013 to 31 st July 2013, were explained and requested to participate in the study. After reading the questions, 19 patients felt uncomfortable answering the questions and refused. In fact these would be the ones who were most concerned about the dysmorphic appearance and shunned even at the mention of the condition. We decided to have 100 patients in the study and reassess them, 10 months after the hair transplant. There are standard questionnaires available and used
INTRODUCTION
Body dysmorphic disorder (BDD) can be defi ned as excessive concern about an imaginary or marginal defect in physical appearance leading to thoughts or actions creating distress, with social and/or functional impairment of routine life. [1] [2] [3] The patients believe that cosmetic surgery is required for correction of their problem, they do not seek psychiatric help. 4 Often they will still fi nd a residual deformity after the surgery and continue to be dissatisfi ed with themselves. 3 Studies have reported a 0.7-3% prevalence of BDD in the general population, which raises to 2.5-5.3% in college going students and 6-15% among patients approaching for cosmetic surgery. [5] [6] [7] [8] [9] The present day exposure to media, the display of well groomed bodies, seen from an early age, often distort the perceived body image and promote a feeling of mismatched body proportions. Most common areas of concern in BDD are skin, hair and nose. [10] [11] [12] for evaluation of BDD in psychiatry and cosmetic surgery. Four diff erent questionnaires were selected for the study of hair loss.
Patient Evaluation
Patients had a personal evaluation of the extent of their deformity (Table 1 ). All the patients scored their deformity as severe to extreme going with the fact that they were concerned about it and had come to request a correction of the real or the perceived defect. The surgeons assessment of most deformities was mild to moderate. Surgeons need to have be er perception of the patients concerns. Even mild defects do ma er more seriously to the patients. Majority of the patients 94% agreed to have corrections as per their surgeons standard guidelines. Figure 3a & 3b show a hair transplant done within the patients original hair line to add be er density as per surgeons plan, where patient agreed not to lower the hair line. Very small number 6% patients were adamant about a particular shape or area being transplanted more preferentially, their requests were accommodated within limits of the procedure. (Table 2) The Yale-Brown Scale is a global standard used in evaluation, follow up and improvement in severity of the dysmorphic thoughts and behavior. It is often used for cosmetic surgery patients.
14, 15 We used it for scoring the obsessive behavior pa ern and severity.
Patients were asked to rate their obsessive feelings as: Looking into the mirror, spending more time to get the hair set perfectly, wanting to adjust slightest disturbance in their hair, wearing cap all the time, refusing dance, games etc where the hair may fl y off and look undone, avoiding photographs and social events. Sheehan Disability Scale (Table 3 ) Evaluates the quality of life and functional impairment at school/work, social and family life. 14, 15 The Derriford Appearance Scale (Table 4) This scale has 59 items or questions designed to assess the eff ect or concern of your appearance on your everyday living, personal relations, self esteem and emotional distress. 16 The scale has a subscale for general self consciousness, social self consciousness, sexual and bodily appearance, facial appearance and negative self concepts. A short version of the scale is utilized in most applications. A 24 point and 12 point scale is already available in several references, 17, 18 we used a scale with 20 points for hair loss assessment.
References from previous studies were used to decide a score to be labeled as BDD.
14-18 A score of 10 or above on the Yale-Brown Scale or DASS score of 30 or above shows preoccupation of the mind and are considered to have Body Dysmorphic disorder. Patients with minimal defect requesting complete correction can clinically be considered to have BDD. The Sheehan disability Score of 30 and above indicated that the perception of the deformity aff ected the routine life of the patients.
Observations and Prevalence of Body Dysmorphic Disorder
Younger patients in the age group of 18 to 30 had higher perception of their deformity. The Grade of hair loss and extent of thinning or baldness did not show direct correlation with the prevalence of BDD. On the Yale -Brown scale 32% scored as mild, while moderate score was seen in 40% patients. Severe Yale -Brown Scale score of 10 and above indicating a BDD, was seen in 27% patients who had varying degrees of hair loss and grade III to grade VI of baldness. Only one patient who refused to a end college scored as extreme. Therefore the prevalence of BDD in hair loss patients as per Yale -Brown Scale is 28%. The incidence is higher when compared to patients in cosmetic surgery. The highest incidence of BDD reported in a study done for patients requesting rhinoplasty is 20.7%. 13 Sheehan Scale showed that none of the patients had mild score, 78% had moderate infl uence on their routine life, 20% scored as severe and 2% agreed to have extreme eff ect on their routine life. Indicating that though the incidence of BDD in hair loss patients is low the daily routine life is aff ected more than generally perceived.
The questions in DASS score were very specifi c to hair loss patients. This may be one of the reasons that none of the patients had mild or moderate score. Majority patients, 82% had a severe score of 31 or above indicating severe preoccupation of their hair loss and baldness on their mind. Rest 18% had extreme score, showing even higher eff ect on the mind. The study indicates that the loss of hair and change in appearance has a higher and deeper impact on the minds and social lifestyle of our patients than we generally perceive. This realization can change our approach to the problem.
Re-assessment of scores after Hair Transplant and Discussion
Hair transplants were carried out for all the patients and a period of 10 months was allowed for good growth of the new hair. Patients were re-assessed 10 months after the hair restoration procedure. The Yale-Brown scores improved showing 48% mild, 36% moderate, 16% severe and no extreme (fi gure 5). The Sheehan scale showed 32% mild, 56% moderate, 12% severe and no extreme ( Figure 6 ). There was a 12-32% shift towards mild perception, 11-22% shift towards moderate perception, 8 -11% improvement in severe perception and none regarded the deformity as extreme. The shift indicates that hair restoration surgery The DASS modifi ed scores reassessed after hair transplant revealed a slightly diff erent outlook. Though the scores of 12% mild, 27% moderate and 45% severe indicated benefi t from the procedure. A good 16% still scored as extreme (Figure 8 ). Compared to 18% extreme score before the surgical correction, these patients who were in extreme category before were still preoccupied in their mind that they have had a hair transplant, others may notice the transplanted hair, the residual thinning may still be seen, areas of less hair could be visible to others and anyway they will always have less hair than others around them (Figure 9a, 9b and Figure 10a, 10b) show two such patients who had good results but thought the hair looked less at particular angles and they will always have less hair than their peers around them. These are the patients to look out for. These patients may continue to be unhappy after the procedure and notice faults or incomplete execution of the procedure, holding on to residual deformities or perception of the deformities. Comparing 27% incidence of BDD and 16% still considering the deformity preoccupied in their thoughts, should we conclude that only 11% of the BDD could be corrected or helped by surgery?
Improvement in living
Patients who improved on their scores were feeling confi dent, could concentrate be er at work, were socially more active, had stopped using caps and concealers, though some still have their favorite angle for photographs. Some of them had taken to a fi tness regimen given qualifying exams and had promotions. The families found an emotionally improved and be er bonding person.
Younger patients and patients in lower grades of hair loss, with higher initial evaluation scores of the deformity scored less on reassessment of the improvement, showing to be less satisfi ed and still had one or two residual areas to be addressed. The inverse proportion is due to high expectations.
Since patient satisfaction and quality of life are the prime concern in hair restoration, further research in correlation to BDD is necessary. signifi cantly bring back the confi dence, improve personal life, social interaction and work performance. Though BDD in hair loss patients is not as sever and self mutilating as seen in a psychiatric disorder, the Yale -Brown scale, Sheehan scale and DASS scoring systems can be utilized for evaluation and follow up of the recovery and progress of these patients. 
CONCLUSION

